Objectives To explore how personal and institutional factors promote or limit caregivers promoting sexual health and relationships (SHR) among looked-after children (LAC). In so doing, develop existing research dominated by atheoretical accounts of the facilitators and barriers of SHR promotion in care settings. Design Qualitative semistructured interview study. setting UK social services, residential children's homes and foster care. Participants 22 caregivers of LAC, including 9 foster carers, 8 residential carers and 5 social workers; half of whom had received SHR training. Methods In-depth interviews explored barriers/facilitators to SHR discussions, and how these shaped caregivers' experiences of discussing SHR with LAC. Data were systematically analysed using predetermined research questions and themes identified from reading transcripts. Role theory was used to explore caregivers' understanding of their role. results SHR policies clarified role expectations and increased acceptability of discussing SHR. Training increased knowledge and confidence, and supported caregivers to reflect on how personally held values impacted practice. Identified training gaps were how to: (1) Discuss SHR with LAC demonstrating problematic sexual behaviours. (2) Record the SHR discussions that had occurred in LAC's health plans. Contrary to previous findings, caregivers regularly discussed SHR with LAC.
AbstrACt
Objectives To explore how personal and institutional factors promote or limit caregivers promoting sexual health and relationships (SHR) among looked-after children (LAC). In so doing, develop existing research dominated by atheoretical accounts of the facilitators and barriers of SHR promotion in care settings. Design Qualitative semistructured interview study. setting UK social services, residential children's homes and foster care. Participants 22 caregivers of LAC, including 9 foster carers, 8 residential carers and 5 social workers; half of whom had received SHR training. Methods In-depth interviews explored barriers/facilitators to SHR discussions, and how these shaped caregivers' experiences of discussing SHR with LAC. Data were systematically analysed using predetermined research questions and themes identified from reading transcripts. Role theory was used to explore caregivers' understanding of their role. results SHR policies clarified role expectations and increased acceptability of discussing SHR. Training increased knowledge and confidence, and supported caregivers to reflect on how personally held values impacted practice. Identified training gaps were how to: (1) Discuss SHR with LAC demonstrating problematic sexual behaviours. (2) Record the SHR discussions that had occurred in LAC's health plans. Contrary to previous findings, caregivers regularly discussed SHR with LAC. Competing demands on time resulted in prioritisation of discussions for sexually active LAC and those 'at risk' of sexual exploitation/harm. Interagency working addressed gaps in SHR provision. SHR discussions placed emotional burdens on caregivers. Caregivers worried about allegations being made against them by LAC. Managerial/ pastoral support and 'safe care' procedures minimised these harms. Conclusions While acknowledging the existing level of SHR promotion for LAC there is scope to more firmly embed this into the role of caregivers. Care needs to be taken to avoid role ambiguity and tension when doing so. Providing SHR policies and training, promoting interagency working and providing pastoral support are important steps towards achieving this.
IntrODuCtIOn
Children who are 'looked-after' are an important group for public health intervention. In the UK a child is considered to be a 'looked-after child' (LAC) if parental responsibility is assumed by social services or shared between the child's parents and social services. LAC can experience a variety of care arrangements, including: foster care; placement in residential (children's) homes, residential schools or secure units; being looked after by relatives or family friends in kinship placements; and being looked after at strengths and limitations of this study ► Looked-after children (LAC) are often excluded from school-based sexual health and relationships (SHR) education. The qualitative data generated from this study provide valuable insight into alternative means through which SHR discussions can be undertaken within this population. ► Participant accounts provided rich qualitative data that provided insight into how the introduction of SHR training and policies affected the undertaking of SHR discussions with LAC. ► Role theory underpinned the analysis and provided insight beyond existing research that is dominated by atheoretical accounts of the facilitators and barriers of SHR promotion in care settings. ► While our study focuses on the voices of residential care workers, foster carers and social workers, it does not capture the experiences of kinship carers or parents whose children may be looked after in their family home under the terms of a home supervision order.
Open access home with their parents under the supervision of social services. 1 2 In 2016-2017, approximately 100 000 children were looked after by local authorities in the four UK nations. [3] [4] [5] [6] While children may enter care as a result of their own or parental illness/disability, the majority become looked after as a result of neglect or abuse. 6 7 Childhood maltreatment and precare experiences characterised by poverty, family breakdown, domestic violence, and parental mental illness and/or substance abuse increase LAC's vulnerability to experiencing: mental health difficulties; school exclusion; low educational attainment; substance use; and antisocial/offending behaviour. [8] [9] [10] [11] Cumulative exposure to these factors, which are independently associated with increased sexual risk-taking, [12] [13] [14] [15] [16] mean LAC experience poorer sexual health outcomes than adolescents who have never been looked after. For example, studies from the UK, USA and Sweden have demonstrated increased rates of early sexual activity, greater numbers of lifetime sexual partners, poorer contraceptive use, and increased rates of sexually transmitted infections (STIs), teenage pregnancy/parenthood, sexual exploitation/assault and rape. [17] [18] [19] [20] [21] [22] [23] The sexual health vulnerability of LAC may be exacerbated by limited access to sexual health and relationships (SHR) education. Barriers to SHR education include increased school absence/exclusion rates, frequent placement moves and poor-quality relationships with parents. [24] [25] [26] SHR discussions in care settings are also limited. 24 27-29 For example, a survey of Californian social workers reported that 66%-77% had never spoken to LAC about puberty, the characteristics of healthy relationships, abstinence, contraception, sexual orientation, STIs, pregnancy/parenthood and abortion. 28 Reported barriers to caregivers discussing SHR include: lack of knowledge and training; difficulties reconciling personal religious/moral values; lack of guidance about who is responsible for discussing SHR with LAC; uncertainty as to whether such discussions infringe on the rights of biological parents; concerns that discussing sex could be perceived as condoning sexual activity; uncertainty about the boundaries between confidentiality and child protection; and concerns about LAC making allegations of wrongdoing against caregivers. 27 28 30 31 Calls have been made to improve LAC's access to SHR education. 32 33 Existing evidence shows that adolescents whose parents discuss SHR with them are more likely to delay intercourse, use contraception and have fewer sexual partners. [34] [35] [36] [37] It has thus been recommended that caregivers discuss SHR with LAC. In Scotland, these recommendations have resulted in social work departments developing SHR policies and working with health boards to provide training to caregivers. 38 39 Key to this is changing the roles of those with legal responsibility for children in the care system.
To date, role theory [40] [41] [42] has been developed and applied mainly in healthcare settings. Research indicates that health practitioners develop specific beliefs and attitudes about their profession which establish the boundaries of their role and how they interact with other professionals, and those they serve. 43 Introducing new responsibilities can challenge these beliefs and blur the boundaries of existing roles. 44 While role blurring has advantages, such as allowing practitioners to adopt new responsibilities and be more responsive to the needs of the population they are working with, it can result in them feeling overwhelmed and uncertain about the limits of their new role. 45 Role blurring can also introduce sources of conflict, additional workload and ambiguity to the professional role. 43 46 Role conflict occurs when practitioners attempt to fulfil two or more roles with incompatible expectations, requirements, beliefs or attitudes. For example, healthcare practitioners with strong personal views about the acceptability of abortion may find it difficult to provide information or advice about terminating an unwanted pregnancy. 47 48 Within the literature, role conflict is identified as a chronic source of stress that can result in healthcare professionals experiencing psychological distress. 49 Role overload occurs when the demands of a particular role exceed the capacity of the individual. For instance, through not having sufficient time to undertake tasks or through lacking the knowledge and skills necessary to undertake that role. 43 46 Finally, role ambiguity occurs when there is a lack of guidance/clarity about roles, and can result in: practitioners being unclear about what is expected of them; create concerns about duplication of work; and, act as a source of frustration, tension or anxiety at work. 46 In this study we extend the application of role theory [40] [41] [42] to care settings, and more specifically, as a framework to answer the following research question: 'how do personal and institutional factors promote or limit the experience of role ambiguity, conflict and overload among caregivers tasked with discussing SHR with LAC?' In addressing this question we further develop the existing evidence base by moving beyond identifying barriers to SHR discussions being undertaken within the care system 24 27 29 and providing new insights into how SHR discussions can be incorporated into practice.
MethODs
In-depth individual qualitative interviews were conducted with 22 caregivers from August to October 2011. As we wanted to explore how SHR discussions were influenced by caregivers' perceptions of their role, our sample included three groups of caregivers: foster carers (n=9), residential carers (n=8) and social workers (n=5). recruitment and sample characteristics All caregivers were recruited from a large urbanised local authority in Scotland, which had recently introduced SHR training for caregivers. In order to minimise service disruption, it was agreed with the local authority that sampling of social workers would be restricted to those based within one of the three geographically based Open access teams providing care to LAC. Sampling of foster carers was restricted to foster carers supervised by social workers working within that team. Residential carers were not geographically recruited; however, in order to minimise disruption it was agreed that unit managers, rather than front-line residential care staff, would be approached.
Respondents were randomly selected from staff lists stratified by whether caregivers had received SHR training or not. Our aim was to interview caregivers when half of all foster carers, residential carers and social workers had received training as it was felt that doing so would more accurately capture the role that training had on the inclusion of SHR discussions for each of the different caregiving roles. However, institutional delays in rolling out training meant that interviews were undertaken when half the foster carers, all residential carers and no social workers had received training. Our achieved sample reflects this.
The caregivers recruited were predominantly female (n=19); reflecting the gender imbalance seen within social services in the UK. 50 Participants' age was not formally recorded; however we know from ethnographic notes describing participants that foster carers were generally older (estimated age range of mid-40s to mid-60s) than residential carers and social workers (estimated age range early 30s to mid-50s). At the time of interview, the number of children living in placement was one to three for foster carers and four to eight for residential carers. Information about average case loads among social workers was not obtained, although we know from remarks made by one social worker during interview that she was managing 34 children aged 0-16 years. In 2009 a freedom of information request reported the average case load among social workers was seven. 51 Interview process Interviews focused on: SHR training; experiences of providing advice about SHR; perceived barriers/facilitators to undertaking SHR discussions; which SHR topics were discussed; and how discussions were shaped by the experiences of LAC and their caregivers. A copy of the interview schedule can be found in online supplementary file 1.
Interviews were undertaken by the lead author (CN). Foster carers were interviewed within family homes without children and young people present, while residential carers and social workers were interviewed within private offices in residential children's homes and social work offices. Participants were not compensated for their time at the request of the local authority; however, they were afforded time within their working day to participate in interviews. On average, interviews lasted 45-60 min. Interviews were digitally recorded and transcribed verbatim.
Data analysis and management
Prior to analysis, transcripts were compared with original recordings to ensure that narratives had been accurately captured, with any mistakes or missing segments updated by CN prior to coding being undertaken. Fieldwork notes on body language, facial expressions and emotional responses to questions were added to transcripts to supplement textual meaning. Transcripts were then anonymised and entered into NVivo V.9 (QSR International, Melbourne, Victoria, Australia) for data management and coding.
Thematic analysis was used to analyse the interview data generated. An initial coding framework was developed by CN based on both predetermined research questions and themes identified through close reading of all interview transcripts. The coauthors of this paper (MH and LE) reviewed the initial coding framework, along with a selection of transcripts, to identify any additional themes that they felt were missing from the initial coding frame. As part of this process, coauthors identified theories that they felt could be used to further refine the coding framework, with role theory [40] [41] [42] identified as a potential means of understanding how introducing SHR provision into the professional role impacted on caregivers' construction of their professional and personal identities.
The coding frame was revised by CN to reflect caregivers' experiences of role ambiguity, conflict and overload. Themes were also coded according to whether they acted as barriers or facilitators to the inclusion of SHR discussions within the professional role. At this stage, deletion and consolidation of themes was also undertaken. The finalised coding framework was agreed by all authors, before being applied to all manuscripts by CN. This allowed systematic comparisons to be made across the data and facilitated the identification of recurrent themes. During the coding process it was agreed by the authors that data saturation was occurring, with similar descriptions and narratives being presented by participants. Thus, further data collection was deemed unnecessary.
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results
Our results highlight that inclusion of SHR discussions within caregiving is influenced by the interplay of institutional factors and caregivers' personal values/experiences. Table 1 provides a thematic overview of these factors and how they promoted or limited SHR promotion by contributing to the experience of role ambiguity, conflict and overload among caregivers. Illustrative 
'A lot of the training was about words you've not heard since you were a kid… we need to know what these kids mean when they are saying certain things' (Joanne, residential carer) 'the course opens your eyes to it, you know? You can go through life thinking, well, right, ok, I know about Gonorrhoea and this kind of stuff, but I don't know about Chlamydia, and I don't know about this, that and the next thing. And these are all things that children can get, and I need to be able to explain what can happen if they have unprotected sexual relationships' (Ian, foster carer) 'one worker talked about your flower, and if you needed anything sorted you would go to the flower shop… I don't think that things like that really help when talking about going to clinics and your vulva… You need to use the proper names so that everyone is quite clear she could have people thinking 'oh right, I need to go buy some flowers'… because they take you literally' (Laura, residential care)
F3. Sexual health and relationships training as a source of confidence Personal Facilitated SHR discussions by promoting confidence and reducing embarrassment among caregivers
Reduced role overload 
'After I went to the training I found that I was really more confident and I had all the information on hand and booklets to show to the boy… and he said to me at the very end that he'd been having sex education at school, but that I had explained it far better. I put that down to the training' (Anne-Marie, foster carer)

'If I've no got an answer for them I'll maybe say 'we've got literature on that so just gie me a minute and we'll go and get it and we'll take 5 min to go through it' (Patricia, residential carer) 'to be that if you don't know it, don't pretend that you do but let the kids know that, 'well, look, I don't know about that, but I've got a phone number I can phone' (Ian
'We quite often in this team have group supervision… where I might not have had the experience of working with a young person in that situation for a couple of months, someone else probably has or will have without doubt, so it's about other people sharing their experiences and information and sometimes that's the best way to learn because you are speaking about real experiences and examples (Agnes, social worker) 'We deal with it pretty well, but I think with this wee core group of carers that we've got there's always an opportunity for learning… 'I've tried to get this boy to do his bloody homework and he just will not do it' and somebody will say 'try this' and you find that it works. That's where our support is… from other carers in our group. We bounce off each other' (Ian, foster carer)
LAC, looked-after children; SHR, sexual and health relationships.
Table 1 Continued
Open access quotes, referred to by number (eg, A1), are presented within both the main body of results and table 1 as supportive evidence of the themes discussed.
Provision of sexual health policy and training reduces role ambiguity Role ambiguity occurs when there is a lack of guidance and clarity about roles, and can result in practitioners being unclear about what is expected of them. 46 In this study we found that the provision of SHR policies reduced role ambiguity and increased the acceptability of SHR discussions among residential carers and social workers. This occurred by creating an institutional-level ethos that challenged historical taboos about discussing sex and emphasised the inclusion of SHR discussions within caregivers' professional role. For instance: ' 
We have policies that we follow now in terms of sexual health and it's something that's been brought to the forefront, where it's no considered taboo' (A1 -Shona, social worker/relief residential carer).
In particular, SHR policies emphasised that undertaking SHR discussions with LAC allowed caregivers to fulfil their 'corporate parenting' responsibilities: ' 
you would talk to your kids about it (sex). And that's what we do as corporate parents. We take on that role and responsibility' (A2 -Rachel, social worker). Among residential carers and social workers, incorporating institutional expectations about corporate parenting responsibilities into practice resulted in their developing personally held views about
what it meant to be a 'good' corporate parent. These views focused on how as caregivers they should ensure that LAC were provided with the same access to SHR information as children not in the care system. Hence, SHR discussions were identified as being part of routine caregiving (A3).
The importance of corporate parenting was not reported by foster carers, who instead discussed their personal views that SHR discussions were part of normal family life: ' 
we don't shy away. If there was a sex scene in a movie or whatever, we quite often discuss it rather than say 'oh my goodness, we shouldn't be watching that, hide your eyes boys!' We just relax about it. It's not something that we try to pretend isn't there' (A4 -Alison, foster carer).
SHR policies and training clarified at an institutional level what was expected of caregivers when discussing SHR with LAC. For instance, one caregiver described how the individual within social work services with responsibility for implementing SHR policies and training had come along to a staff meeting to discuss the role that residential carers were expected to play in implementing it: 'Jane [policy developer] came to the unit manager's meeting and was kind of promoting young people's sexual health, what was our responsibility and where did we see our responsibilities being.
And the training was very informative. It was very informative and made us look at our own sexual health and relationships. It gave us the tools to go away and… have these discussions wi' young people' (A5 -Patricia, residential carer)
. SHR training was also identified as clarifying the range of topics that caregivers would be expected to discuss with LAC. This clarification was welcomed by several residential carers who had been reprimanded in the past for doing things such as accompanying LAC to obtain emergency contraception (eg, A5 -Joanne, residential carer).
lack of guidance contributes to role ambiguity While SHR policies reduced role ambiguity through clarifying what was expected of caregivers when discussing SHR with LAC, lack of institutional guidance on specific practice elements created confusion and contributed to role ambiguity. One example of this was how SHR discussions should be recorded, with residential carers perceiving that they did not have clear guidance about how to confidentially record and present information when there were no child protection concerns. For instance, one residential carer stated: 'recording it is very difficult. We have general comms [communication] 
books which are for everybody's viewing which is not appropriate, and we have individual logs which aren't appropriate either because the kid is maybe keen to keep something in confidence but then it is written down. It is a grey area' (A6 -Mark).
Uncertainty about how to record information in a way that protected the confidentiality of LAC was perceived as a potential barrier to LAC approaching caregivers for help.
role conflict
Role conflict occurs when practitioners attempt to fulfil two or more roles with incompatible expectations, requirements, beliefs or attitudes. 47 48 In this study we identified three examples of how including SHR interactions into caregiving practices resulted in three sources of role conflict that acted as barriers to SHR. These were: (1) The challenges of balancing the competing responsibilities of child protection concerns with undertaking preventative SHR discussions. (2) Caregivers' concerns about the potential for allegations being made against them by LAC influencing decisions about how and when SHR discussions were undertaken. (3) Challenges that caregivers faced in reconciling professional responsibilities for discussing SHR with personally held religious/ moral views about sexual behaviours. These challenges, and the approaches that caregivers used to address them, will now be discussed.
Balancing competing demands of child protection and preventative SHR work
Caregivers experienced role conflict as a result of trying to balance the competing institutional responsibilities of child protection concerns with undertaking preventative SHR discussions. Many of those interviewed stated that their role often focused more on policing/monitoring sexual behaviour than providing SHR information: 'I was no longer a caregiver -I was a security guard' (B1 -Karen, foster carer/former residential carer). As the main institutional priority was to safeguard LAC, focussing on risk-taking meant that SHR discussions were often undertaken solely in response to specific safety concerns: 'there wouldn't always be a major, in-depth discussion if there weren't any major
Open access issues… but if a child is sexually active, and they're underage, and… running away, having sex wi' [with] men they don't know, coming back the next morning covered in mud, drinking… it would be very high on the agenda' (B2 -Agnes, social worker).
This resulted in some LAC being excluded from SHR discussions.
The challenges of managing child protection risks were particularly emphasised by those caring for LAC who had experienced sexual exploitation/abuse and/or were demonstrating sexually inappropriate or sexually abusive behaviours towards others. Caregivers identified a range of strategies advocated by their institution to manage the sexual health of LAC, including: monitoring peer and romantic relationships (B3); monitoring mobile phone and computer usage (B4); assessing the risks associated with young people in their care going on both supervised and unsupervised outings (B5); and carefully managing internal public spaces and room allocations (B6). For example, one residential carer described how the space within residential care settings was carefully managed to provide additional monitoring and to protect residents:
'We've got one young person who… can display quite predatory behaviour [later clarified by the caregiver stating that the young woman had been groomed into recruiting other LAC for a sex ring]. She would encourage the rest of the group to go out drinking, and then make allegations of rape against one or more of the boys… We need to protect her and we need to protect others from her exposing them to inappropriate sexual contact for their age. That's something that we balance all the times in terms of the safety of the group. And that's how we decided her bedroom was best placed in close relation to the office' (B6 -Joanne).
Having strategies to draw on appeared to reduce the experience of role conflict for caregivers by situating some SHR discussions within the context of risk management (eg, B4 -Claire).
Role conflict as a source of caregiver strain Although institutional supports were available for managing the sexual health of LAC, the constant monitoring of behaviour understandably affected caregivers' emotional well-being. For example, one foster carer became upset and started visibly shaking while recounting an incident where she had found two siblings who had been left unsupervised 'in the sliding wardrobe, a pillow put down on the inside to mask the noise… and the girl on the floor as he was on top of her holding her down' (B7 -Jean). The perceived impacts of caregivers' emotional distress on SHR provision was not directly discussed.
Concerns about the potential for false allegations being made by LAC Being asked to discuss SHR with LAC was perceived as a task that placed caregivers in a position of vulnerability. For instance, one of the social workers described a situation where being left alone with a young man who had been groomed and sexually abused by a paedophile ring had left her line manager feeling very vulnerable: ' Wanting to protect against false allegations affected how SHR discussions were undertaken, with all of those interviewed emphasising how following institutional guidelines and developing 'safe care' practices helped minimise the risk of allegations being made against caregivers. The practices adopted by caregivers included ensuring that discussions were accurately documented (C2), having conversations in private spaces with another caregiver present (C3) and developing household rules about things like personal contact, privacy and modesty (C4). These practices were also used to safeguard children and other family members living within the household (eg, C4 -Karen).
Personal values and experiences
The institutional expectation that SHR should be discussed with LAC contributed to the experience of role conflict among caregivers who held religious and moral views about the appropriateness of openly discussing sexual behaviours. For instance, one of the foster carers described how her faith had impacted on views about her practice as a caregiver: 'I've got a Catholic upbringing and you didn't do anything until you were married. It was very strict.
I wouldn't force that [talking about sex] on any of the kids that I work with' (D1 -Anne-Marie).
Being provided with time in SHR training sessions to reflect on how personal values could affect SHR discussions was identified as one way that the institution could support caregivers in addressing this conflict: 'It has took me an awful long time tae do all my challenging in myself and asking and prying aboot (about) how does that fit with my psyche to sit here and talk about things that I ordinarily would not talk aboot' (D2 -Claire, residential carer). Pastoral support was also identified as an institutional means of supporting caregivers experiencing difficulties reconciling personal views with professional expectations. For example, one residential carer described supporting a fellow caregiver who strongly opposed abortion to 'present all the options' to a girl in her care who wanted to terminate the pregnancy (D3 -Joanne).
Although religious and moral views acted as a source of conflict for some caregivers, other experiences acted to Open access reduce role conflict by providing caregivers with personal motivation for incorporating SHR discussions into their professional practice. For example, caregivers' own experiences of not receiving school-based or home-based SHR education as a child reduced conflict by providing motivation for SHR discussions being incorporated into practice: 'I went to college at sixteen and… I'm sitting in a class and I'm looking at this film on childbirth and I see where a baby's born from. I thought that they untied your tummy button, took it out, tied it up again and stuck it back in. Now I did bring my children up… from when they were wee tots… I would get them to go and get my sanitary towels and I would tell them what it was' (D4 -Pat, foster carer). Having discussed SHR with a biological child also helped to reduce conflict by providing caregivers with experiences that they could draw on when talking to LAC: 'it was always just a natural kind of growing up. We spoke about contraception, and my daughter, I was able to go with her to the doctors when she wanted to start taking the pill. We could just talk about it really openly. Likewise, with
Michael [foster child], we've approached the subject of puberty and changes in the body' (D5 -Alison, foster carer).
role overload Role overload occurs when the demands of a particular role exceed the capacity of the individual. For instance, through not having sufficient time to undertake tasks or through lacking the knowledge and skills necessary to undertake that role. 43 46 Lack of capacity acted as a barrier to SHR discussions being undertaken by caregivers and was associated with the experience of role overload. Four instances of this were identified: (1) Workforce capacity, that is, not having sufficient time to discuss SHR with LAC. (2) Workforce composition. (3) Not having the necessary skills/knowledge to talk about sexual health. (4) Needing managerial and pastoral support to undertake SHR discussions. These barriers, along with the strategies used to address these, will now be discussed.
Workforce capacity
Having insufficient numbers of caregivers acted as both a source of role overload and an institutional barrier to residential carers undertaking SHR discussions. For instance, one residential carer described the challenges that limited staffing presented in caring for a young man in placement who had both 'been sexually abused' and 'sexually abused younger children'. These challenges included balancing the needs of other children in placement with being able to provide him with appropriate opportunities for socialisation, monitor his behaviours and discuss the effects of previous abuse on his understandings of relationships: 'We're limited wi ' [with] staff. We should have two on every shift so if you had a member of the team who was doing that work maybe 2-3 hours a week there is an impact on the other five young people you're looking after' (E1 -Patricia). The number of children living in placement was identified as contributing to role overload, with larger group home settings presenting more challenges to staff (eg, E1 -Joanne).
Social To ensure that LAC were not excluded from SHR discussions due to limited capacity among caregivers to undertake these, all of those interviewed stressed the importance of interagency and partnership working. For instance, Patricia (residential carer) returned to her example of the young man who had been 'sexually abused' and 'sexually abused younger children' to describe how several agencies worked to support caregivers to monitor his behaviour and undertake SHR discussions with him: 'It's a bit aboot [about] sharing you know? We kind of all come together. Agency X does the risk assessment work, and they work wi ' 
the young person about why it happened, their feelings, whatever. Agency Y work wi' him to provide socialisation -taking him out because obviously he's not allowed out unsupervised' (E3).
This was particularly valued when the SHR topics that needed to be discussed with LAC related to more specialised topics such as sexual exploitation and the adoption of problematic sexual behaviours which caregivers did not have sufficient time or training to focus on (eg, E3 -Joanne).
Partnership working had the potential to contribute to role overload by duplicating the workloads of caregivers. To avoid this, and to ensure LAC did not receive contradictory messages, caregivers highlighted the importance of being informed about the content of SHR education that was delivered by partner organisations: 'we've had reports from them and we know what they are doing… so we tend to back off and let one person do that work on sexual health and keeping safe' (E4 -Joanne, residential carer).
Workforce composition
The low proportion of male residential carers was identified as a potential barrier to male LAC receiving SHR Being able to draw on SHR knowledge improved caregivers' confidence and reduced embarrassment. In turn, this facilitated discussions of SHR with LAC. Caregivers who had received SHR training highlighted the importance of being provided with leaflets and books that they could use to help discuss SHR with LAC: 'after the training I found that I was really more confident and I had all the information on hand and booklets to show' (F3 -Maria, foster carer). Caregivers also discussed how the training had provided them with details of websites and helplines that they could use if they were asked questions that they did not know the answer to. Having these resources was valued as it allowed caregivers to help answer questions they might not have known the answer to: 'If I've no got an answer for them I'll maybe say 'we've got literature on that so just gie me a minute and we'll go and get it and we'll take 5 min to go through it' (F4 -Patricia, residential carer). Training resources were particularly valued for helping caregivers tailor SHR discussions to the physical, emotional and cognitive ages of LAC.
While SHR training provided caregivers with the skills needed to incorporate SHR discussions into practice, it should be noted that all of the residential carers and foster carers, regardless of whether they had received SHR training or not, routinely discussed SHR with LAC. The range of topics reported as being discussed within caregivers' narratives included puberty, peer relationships, romantic relationships, masturbation, having sex for the first time, contraception, reproduction and sexual exploitation. The main difference observed was that caregivers who had not received SHR training were more likely to express personal concerns about the accuracy of the information they had provided: 'we were playing Connect 4 
Pastoral support
Being supported by managers to talk to LAC about SHR reduced role overload. The main reason for this being that caregivers felt supported to undertake discussions that they found to be challenging and did not have the skills and training needed to undertake these discussions alone. This was particularly valued when caregivers had to discuss SHR with LAC who had been sexually abused, groomed or exploited and were demonstrating problematic sexual behaviours: ' 
DIsCussIOn
Using role theory [40] [41] [42] we have identified that the introduction of SHR discussions into caregiving practices for LAC can result in caregivers experiencing role ambiguity, conflict and overload. Providing SHR policies and training, and encouraging caregivers to develop strategies that safeguarded all individuals living within placement were identified as ways in which institutions, in this case social work services, could work to reduce role ambiguity and conflict. Our results also highlight the important role that the institution can play in minimising caregivers' experience of role overload specifically related to the incorporation of SHR discussions into practice, namely through SHR training, the provision of pastoral supports and encouraging the use of interagency working. Contrary to the results of previous studies, which have shown that SHR discussions within LAC settings are limited, 24 27 29 our results demonstrate that caregivers regularly discussed SHR with LAC. These findings further develop existing research that is dominated by atheoretical accounts of the facilitators and barriers of SHR promotion in care settings.
Institutional support for intervention delivery contributes to the successful adoption of general health prevention programmes. 53 Our results support this finding by demonstrating that caregivers incorporate discussing SHR with LAC into their usual caregiving practices when social work departments invest in creating an organisational culture that reduces taboos about sex and clearly outlines what is expected of caregivers. In this study, culture change was underpinned by corporate parenting policy which states that all caregivers have a legal duty to support LAC to obtain the 'same health outcomes… as any good parent would want for their own children'. 54 This appealed to caregivers' desire to be viewed as being 'good' parents to the children in their care; suggesting that the framing of SHR policies to reflect the professional identity of caregivers can act as an important first step towards the successful incorporation of SHR discussions into practice.
Lack of guidance about who should be responsible for discussing SHR is known to act as a barrier to LAC receiving SHR information and advice in non-LAC settings. 27 28 30 31 Our results show that introducing SHR policies in LAC settings reduced this ambiguity by clarifying role expectations and emphasising that talking to LAC about SHR was the responsibility of all caregivers. This is important as previous studies in non-LAC settings have demonstrated that when role ambiguity occurs, both parents and health professionals choose not to discuss SHR with adolescents due to perceptions that there are others who are better qualified to undertake this role. 55 While on the whole our results show that policy can be used to clarify the role that caregivers can play in discussing SHR with LAC, our results demonstrate that caregivers required additional guidance on how to confidentially record SHR discussions. Lack of confidentiality is a known barrier to adolescents approaching services for SHR information. 56 Thus, caregivers not being able to record information in a confidential manner has the potential to prohibit LAC from engaging in open SHR discussions with caregivers. To minimise the risk of this happening, we recommend that SHR policies and training should provide clear guidance on how and where caregivers should record SHR discussions, and outline the circumstances under which information sharing is required, namely where child protection concerns exist. 57 This is particularly important in residential settings, where multiple caregivers require access to LAC's health information.
In this study, some of the caregivers interviewed discussed how they had drawn on their personal experiences of discussing SHR with their biological children when undertaking SHR discussions with LAC. While having personal experiences to draw on may facilitate SHR discussions, evidence from secondary schools shows that in the absence of SHR guidance and training, teachers incorporate their own moralistic views of sexual behaviour into SHR discussions with pupils. 58 59 Among our sample, moralistic views were identified as a reason for choosing not to discuss SHR with LAC or opting out of providing information on sensitive issues such as abortion; a finding echoed in other studies looking at healthcare practitioners' attitudes towards contraception and carrying out medical terminations of pregnancy. 47 48 As it is known that adolescents do not seek SHR information from adults they perceive to be judgemental, 60 it is important that caregivers are trained to provide factual, evidence-based information about SHR.
SHR policies and training should take into account the burdens that caring for LAC place on caregivers. Our results highlight that the time demands associated with managing child protection concerns often resulted in SHR discussions not being undertaken unless support from external agencies was sought or the role of meeting the sexual health needs of LAC was undertaken by specialist public health (LAC) nurses. The caregivers interviewed in this study had lots of experience with multiagency working, and their experiences highlight the need for clear delineation of roles when discussing SHR with LAC. To that end, the health plans of LAC should clearly outline: their sexual health needs; what information/intervention is required; and which individuals/ agencies will be involved in meeting those needs and how. A lead professional should be identified and tasked with the responsibility of overseeing any multiagency involvement, and ensuring that all individuals/agencies involved have clearly delineated roles and responsibilities. 30 This is particularly important for LAC at risk of sexual exploitation or demonstrating problematic sexual behaviours.
Open access
Our results highlighted that caring for LAC who had experienced sexual abuse/exploitation had emotional impacts on caregivers. Caring for young people demonstrating risky behaviours can result in caregivers experiencing vicarious trauma and strain. 61 62 Identifying ways to minimise caregiving strain is important as it is known that this can contribute to placement breakdowns. 61 63 Repeated breakdowns of placements are known to erode the ability of LAC to form secure and trusting relationships with their caregivers, 64 which in turn may lead to LAC being unable to identify a consistent and trusted adult that they can discuss SHR with. 25 28 65 66 Thereby further excluding LAC from accessing SHR information and advice.
Caregiving strain can negatively impact on the sensitivity of caregivers' parenting skills, particularly the ability to respond to the emotional rather than physical ages of children. 61 As the majority of LAC have experienced child maltreatment, 6 known associations between maltreatment, emotional dysregulation and cognitive delay 67 increase the likelihood that caregivers will need to tailor preventative SHR messages to the emotional and cognitive ages of LAC. Working to alleviate caregiving strain is thus an important step to ensuring that age-appropriate SHR discussions are undertaken with LAC. One potential way of alleviating caregiving strain is through peer-led support services. For instance, recent evidence shows that the provision of peer support for parents with children experiencing mental health difficulties reduces isolation, increases social support, empowers caregivers and increases levels of self-care. 68 Future research should explore whether peer-led sexual health support services for caregivers can empower caregivers to undertake SHR discussions, while reducing caregiving strain.
Finally, our results emphasise the importance of training for facilitating SHR discussions within the care setting. SHR training providing caregivers with the confidence, knowledge and skills needed to undertake SHR discussions with LAC. These findings reflect results from other studies of sexual health, which have demonstrated that the introduction of SHR training improves the confidence of teachers and medical professionals to talk with pupils and patients about SHR [69] [70] [71] and increases the likelihood of parents engaging in conversations about sex with adolescents. 72 It is encouraging that training facilitated SHR discussions, as evidence shows that adolescents whose parents discuss SHR with them are more likely to delay intercourse, use contraception and have fewer sexual partners. [34] [35] [36] [37] Further research should establish whether caregiver-led SHR discussions can contribute to a reduction in sexual risk among LAC.
reflections on study conduct Feminist research practices challenge the view that research can and should be value-free, 73 and advocates that researchers should reflect on how personal characteristics of both the research team and participants may have influenced participation, engagement and the credibility of findings. 74 Here, we briefly reflect on how who we were as individuals and the choices that we made as a research team affected the research process. In doing so we identify some of the methodological limitations and strengths of this study.
Looking first at recruitment and data collection, we are aware that our decision to access caregivers through social work services could result in some caregivers feeling pressured into participating. As we were aware that there was an expectation among senior managers that caregivers 'would' participate we made sure that as researchers we took preventative steps to ensure that caregivers were fully informed of their rights, that is, that they could choose not to participate in the research, could choose how much information they wanted to disclose and that they could withdraw from the study at any point without us informing their employers that they had done so. On the whole, we feel that these steps led to caregivers feeling that they had the right not to participate, with several of those contacted declining to participant. However, one of the caregivers that CN interviewed appeared to be participating out of expectation rather than choice. The data collected from this interview were very closed, lacked the same depth of information that other caregiver interviews contained and was terminated early.
Recruiting caregivers through social work services also raised the issues of power dynamics and bias within the research process. For example, the social work department that we recruited participants through acted as a gatekeeper to participants, and senior managers played an active role in identifying the area-based team that social workers would be recruited from and choosing which residential carers would be contacted. From the perspective of senior management the decisions that they made were designed to minimise any disruptions to service caused by caregivers participating in research; however, it is also possible that these decisions could have resulted in caregivers who were known to be good at discussing SHR with LAC being selected for interview, thus, casting both the social work department and the SHR training that they had introduced in a good light. To counter this possibility, it was agreed that caregivers would be randomly selected from staff lists.
While there was potential for biased narratives to be collected, our analysis of data identified that caregivers were often quite critical of social work services, the training that they had received and the practices of other caregivers. In many ways, the fact that none of the research team had histories of being in care, or providing care to LAC, was beneficial as it meant that we were often viewed as naïve outsiders who needed to be educated about the care system and participant's experiences of caring for LAC. The data generated could have been very different if our interviewer (CN) had had any connections to social work services. For instance, it is possible that the data collected would have been less detailed as a result of participants not fully elaborating on practices, policy and training due to the perception that the researcher already had access to this information.
Finally, it should be noted that our decision to use role theory as a means of interpreting our findings partly reflected the research interests of LE, who was involved in another study exploring how professional role identity shaped the reactions of community nurses to changes in nursing policy. The identification that the themes being coded could be mapped to the definitions of role ambiguity, role conflict and role overload was viewed as a strength by us due to the existing literature relating to the sexual health of LAC being largely atheoretical. Had LE not been familiar with role theory and its application with health settings it is possible that other theoretical lenses would have been used to interpret our research findings; resulting in a potentially different interpretation of caregiver narratives.
strengths and limitations Strengths of this qualitative interview study include the generation of rich qualitative data that provides insight into: (1) How the introduction of SHR training and policies facilitates SHR discussions within the care setting. (2) How caregivers negotiate and address perceived impacts of undertaking SHR discussions on their professional and personal identities. As LAC are often excluded from school-based SHR education, the data generated from this study provide valuable insights into alternative means through which SHR discussions can be undertaken with this population. Role theory underpins the analysis and provides insight beyond existing research that is dominated by atheoretical accounts of the facilitators and barriers of SHR promotion in care settings.
This study has two limitations. First, and most importantly, our study does not capture the experiences of kinship carers or parents whose children may be looked after at home under home supervision orders. Future research should explore how the experiences of these caregivers differ from those in our study who are more professionally oriented, and in particular, the extent to which our understanding of role theory applies. Second, while our aim was to interview caregivers when half of all foster carers, residential carers and social workers had received SHR training, institutional delays in rolling out training to caregivers meant that interviews occurred when half the foster carers, all residential carers and no social workers had received training. While our achieved sample reflects this, it is possible that our findings for social workers in particular do not fully capture the impact of policy that encourages discussion about SHR with LAC. It would be beneficial if future revisions of sexual health training and policy within the care system reflected evaluative work being undertaken in the field of nursing 75 and collected prequantitative and postquantitative as well as prequalitative and postqualitative data on the effect that introducing new policy has on the constructions of caregivers' professional identity.
COnClusIOn
To encourage SHR discussions within the care setting it is important that organisations adopt a culture that is supportive of LAC receiving SHR education. While the provision of sexual health policies and training are important first steps towards caregivers' discussing SHR with LAC, both institutional factors and caregivers' own personal experiences and values can act as barriers to this occurring. In order for SHR discussions to become a routine aspect of caregiving, our results suggest that future revisions of SHR policy and training by social work departments should emphasise to caregivers the importance of collaborative working, the use of safe care procedures and the availability of managerial and pastoral support to help caregivers overcome these barriers and include SHR discussions within their practice. Emphasis also needs to be placed on ensuring that inclusion of SHR within caregiving practices does not increase levels of caregiver strain or erode caregivers' sense of professional identity by creating role confusion. Further research is needed to ascertain whether caregiver-led SHR discussions improve caregivers' professional identity and reduce the sexual vulnerability of LAC.
